The authors seek to infer from a difference in the utilisation of hospital vs primary care to a difference in the disease prevalence between low and high SES areas. Persons living in low SES areas do not have the health literacy, resources or available services similar to higher SES areas ; the choices made may be limited by the practical options available. The question is as to whether the decisions to admit were appropriate or not -without good lab data to construct Acuity Scores, it is a matter or opinion. Discharge codes can go some way to adjust for risk with Co-morbidiity or Disabling disease scores. It is not clear whether such adjustments were made.
In any comparison between deprived and better off areas, the categorisation of deprivation is fundamental. Whereas the classical methodology as per Townsend and Carstairs reduces the predictive variables from a large to a small number, the current trend with multiple deprivation models is for more complex modelling. Rather than the emphasis on the small area and deprivation as a 'community' phenomenon, the approach is toward the individual. The problem with gentrification is that those formerly with classical models being classified as very deprived, may be reclassified as having a higher SES status. Clearly calculations between lower and higher SES are critically dependent on the 'bins' into which the areas are allocated. At least the authors did seem to confirm that the adjustments they had made preserved a 94% commonality -but it still is an MD model. The number of patients on average however per area should be sufficient for reliable calculations.
Another issue is lower SES communities have a shorter life expectancy of up to 10 -12 years and the emergency presentation is linked to this; on average our patients from low SES present aged 55 yr compared with high SES presenting at approximately 67 yr. Disease develops over time. As such the occurrence of Comorbidity (Charlson), Chronic Disabling Disease and ACSC is much higher in those presenting later, irrespective of the area of residence. Thus low and high SES will not necessary have the same illness acuity and case complexity reflected in the case mix structure at time of hospital presentation. This dose not mean that there is any difference in the disease prevalence between low and high SES small area.
Taking the data in Table 1 and screening our database with these codes shows that emergency admissions commonly have these codes; hits from the higher and lower SES areas approximate at 60% and 66%. These codes are significantly less likely to be associated with a hospital death OR 0.55. But whether this reflects a different case mix and prevalence between the communities is another matter. The multiple variable model shows the Deprivation classification predicts the ED admission rate 1.47 IRR (95% CI 1.42, 1.44) whereas the above Case Mix classification has a weak effect 1.01 (95% CI 1.00, 1.02). This adjusted for educational level and elderly dependency. So we could well debate the authors conclusions withs different interpretation. All I would advise is that the authors consider these points in deciding on how best to present their data in a reasonably balanced manner.
The danger of unintended consequences is that well meaning but poorly conceived interventions based on conclusions that are plausible but not correct may undermine the ability of primary care struggling to provide a decent service in low SES areas. After all the consequence occurs years on from the risk exposure -targeting the behaviour that causes the risk difference between low and high SES is more logical but not something that health planners seem to regard with any enthusiasm.
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GENERAL COMMENTS
The objective of the study tackles an important question and the methodology used is really interesting. Nonetheless, there are some major aspects that should be reviewed in order to make it understandable. My main concern is about the readability of the manuscript. The text is really difficult to understand, and it mixes multiple ideas across the manuscript. The context section needs to be redone and reordered, as it jumps from one topic to another. Also, some sentences should be rewritten in order to make them easier to understand (e.g. lines 30 to 36 in page 4). There are also some aspects that should be included in the methods section, as time and setting of the study. This information is available but it should be stated clearer. Acronyms must be previously defined (for example HES, LSOA, ICD… . This kind of assertions should be properly explained adding bibliography.
VERSION 1 -AUTHOR RESPONSE
Please see below a point-by-point description of the changes we have made to address the reviewers' main comments.
Comments from Bernard Silke:
1) This paper is interesting and worthy of publication. It adds to the debate as to why emergency admissions to hospital are higher from deprived areas. It seeks to inform debate on the matter and inform health policy. The authors are expert in their area and use advanced and sophisticated methods to analysis HES data. However, at the end of the day whether their interpretation of the data is correct or incorrect is a matter of opinion. As such encouraging health interventions based on speculative conclusions may do the persons living in low SES areas no favours.
Response: We now make more explicit the distinction between our main empirical findings and the interpretation we place on this evidence. We have aimed to draw out this distinction more fully in the discussion section.
2) The authors seek to infer from a difference in the utilisation of hospital vs primary care to a difference in the disease prevalence between low and high SES areas. Persons living in low SES areas do not have the health literacy, resources or available services similar to higher SES areas; the choices made may be limited by the practical options available. The question is as to whether the decisions to admit were appropriate or not -without good lab data to construct Acuity Scores, it is a matter for opinion. Discharge codes can go some way to adjust for risk with Co-morbidity or Disabling disease scores. It is not clear whether such adjustments were made.
Response: We have sought to explain the recorded admissions and have not addressed the important question of whether admissions in some areas are less appropriate. We now recognise this in the "weakness" section.
3) In any comparison between deprived and better off areas, the categorisation of deprivation is fundamental. Whereas the classical methodology as per Townsend and Carstairs reduces the predictive variables from a large to a small number, the current trend with multiple deprivation models is for more complex modelling. Rather than the emphasis on the small area and deprivation as a 'community' phenomenon, the approach is toward the individual. The problem with gentrification is that those formerly with classical models being classified as very deprived, may be reclassified as having a higher SES status. Clearly calculations between lower and higher SES are critically dependent on the 'bins' into which the areas are allocated. At least the authors did seem to confirm that the adjustments they had made preserved a 94% commonality -but it still is an MD model. The number of patients on average however per area should be sufficient for reliable calculations.
Response: We are now more explicit about the modification of the IMD that we use, and discuss this in section 2.1.
4)
Another issue is lower SES communities have a shorter life expectancy of up to 10 -12 years and the emergency presentation is linked to this; on average our patients from low SES present aged 55 yr compared with high SES presenting at approximately 67 yr. Disease develops over time. As such the occurrence of Comorbidity (Charlson), Chronic Disabling Disease and ACSC is much higher in those presenting later, irrespective of the area of residence. Thus low and high SES will not necessary have the same illness acuity and case complexity reflected in the case mix structure at time of hospital presentation. This does not mean that there is any difference in the disease prevalence between low and high SES small area.
Response: We now consider variation of complexity between deciles in the discussion section of the text.
5) Taking the data in Table 1 and screening our database with these codes shows that emergency admissions commonly have these codes; hits from the higher and lower SES areas approximate at 60% and 66%. These codes are significantly less likely to be associated with a hospital death OR 0.55. But whether this reflects a different case mix and prevalence between the communities is another matter. The multiple variable model shows the Deprivation classification predicts the ED admission rate 1.47 IRR (95% CI 1.42, 1.44) whereas the above Case Mix classification has a weak effect 1.01 (95% CI 1.00, 1.02). This adjusted for educational level and elderly dependency. So we could well debate the authors conclusions with a different interpretation. All I would advise is that the authors consider these points in deciding on how best to present their data in a reasonably balanced manner.
Response: We have added reference to other socio-demographic factors that could explain our results, in particular a paragraph in section 4.1. We have also sought to be clear regarding how other studies and their findings might relate to our own.
6) The danger of unintended consequences is that well meaning but poorly conceived interventions based on conclusions that are plausible but not correct may undermine the ability of primary care struggling to provide a decent service in low SES areas. After all the consequence occurs years on from the risk exposure -targeting the behaviour that causes the risk difference between low and high SES is more logical but not something that health planners seem to regard with any enthusiasm.
Response: We very much agree with your initial point. We do not wish here to motivate specific policies, but do consider that top-down pressures in the English NHS to moderate the use of emergency care in deprived areas may have underestimated the significance of their having adverse disease patterns. Nevertheless, we hope that our conclusion is suitably to the point so as not to be misleading.
Comments from Isabel Aguilar:

